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Esthetic Acrylic Bridges 


MORTON C. ROCKWITT, D.D.S., Brooklyn, New York 


DIGEST 
A technique is described for con- 
structing an acrylic bridge which 
presents a natural separation of 
the teeth, and an accurate match- 
ing of color with adjacent teeth. 
The technique employs a gold 
reinforcement bar which fits be- 
tween the abutments. Manufac- 
teeth, 
which come in all desired forms 
and colors, are attached to the 
reinforcement bar. 


tured acrylic denture 


THE ACRYLIC pontic is rapidly re- 
placing the conventional porcelain- 
gold pontic used in bridges. Acrylic 
is becoming popular for this pur- 
pose because it is easy to manipulate, 
is inexpensive, and enables better 
ridge adaptation. | 

There are, however, certain as- 
pects in which the acrylic pontic does 
not give the esthetic results that are 
obtained with porcelain facings. 
First, there is not the natural sepa- 
ration present between pontics that 
appears in natural dentition which 
gives individuality to each tooth. 
Secondly, it is difficult to match the 
adjacent teeth properly with acrylic, 
and to control the gradations of 
color present in them. It is only 
when the bridge is completed that the 
success of the color control can be 
seen. 

We believe that with the use of 
manufactured acrylic denture teeth 
and the technique described in. this 
article, we can overcome these draw- 
backs. We can produce a bridge that 
is esthetically pleasing, has the nat- 
uralness of .individual teeth, and 
blends with the surrounding teeth. 


Technique 


The following technique is for the 
construction of a typical anterior 
bridge to replace the four upper in- 
cisors: 


Fig. 1—Three-quarter crowns cast and soldered to gold frame (soldered half-round clasp 
wire) ready to try in mouth. 


Figs. 2A and 2B—-Proximal views showing steps in preparation of acrylic facings from 


the two types of manufactured acrylic denture teeth. Both types are trimmed with equal 


facility. (Steps 1, 2, 3, and 4, from left to right.) 


1. Prepare the abutment teeth for 
three-quarter crowns, and wax up in 
the usual manner. Before investing, 
add a small ball of wax just above 
the cingulum. This will provide a 
point of application for a crown re- 
mover in a well fitting casting; it will 
not be necessary to pull on the fine 
margins of the casting, thereby ruin- 
ing them. It will also give an exact 
seat for the casting in the impression 


to be taken. 


2. Take a plaster impression of the 
upper teeth with the crowns in posi- 
tion. Likewise, take an impression of 
the lower opposing teeth in com- 
pound. Take a wax bite to articulate 
the models. 

3. Paint the plaster impression 
with a suitable separating medium. 
Place a small amount of carding wax 
on the pins inside the casting, and 
seat the castings in their proper posi- 
tions in the plaster impression. Seal 
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Fig. 3—Three-quarter proximolingual view 
of prepared acrylic facing, showing cross- 
shaped grooves on the lingual. 


the castings in place with a drop of 
sticky wax. Pour the impression in 
cast stone. 

4. Pour the lower model in stone 
and mount the upper and lower 
models on an articulator, using the 
wax bite for the correct relationship. 

5. Scrape the edentulous area of 
the cast slightly to give compression 
of the tissue in the finished bridge 
and to prevent food from making its 
way under the pontics. The amount 
removed in scraping will depend on 
the firmness or flabbiness of the tis- 
sue. Heat the castings slightly and 
remove them from the model. Clean 
off the carding wax, and replace the 
castings on the model. 

6. Construct the gold reinforce- 
ment bar to fit between the abut- 
ments. This may be cast, but it is 
easier to make it out of 14 gauge 
half-round clasp wire, soldering on 
18 gauge cross bars in the open flame. 
The cross bars should be positioned 
at approximately the midline of each 
pontic and should run parallel to the 
long axis of the teeth. The main re- 
inforcing bar should be about half- 
way between the gingival and incisal 
edges. The cast reinforcement bar 
can be waxed up readily by using 
round sprue wax or clasp wax. 

7. Fit the reinforcing frame be- 
tween the abutments, and wax it in 
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place. Remove the assembly from 
the model, invest, and solder. Make 
sure the soldering investment covers 
the soldered cross bars; failure to do 
this will result in their spinning out 
of place during the soldering pro- 
cedure. 

8. Pickle the assembly, and do the 
final polishing of the three-quarter 
crowns at this time. Try the assembly 
in the mouth and check for proper 
fit (Fig. 1). 

9. Select four acrylic incisors from 
standard acrylic denture teeth; the 
four incisors should fit properly in 
the space. Check them in the mouth 
for proper color harmony with the 
adjacent teeth. These acrylic teeth 
come in sufficient shades to match 
almost all teeth. Great care should 
be taken in selecting these teeth in- 
asmuch as they are the ones that will 
appear in the finished bridge. 

10. The lingual of the manufac- 
tured teeth come in two types (Figs. 
2A and 2B, Step 1). Both types can 


incisal part of the vertical groove 
should end just short of the lingual 
slice, but the gingival end should go 
through the tissue surface. The 
grooves should be wide enough to 
give sufficient leeway for shifting 
teeth to produce a more esthetic ar- 
rangement (Fig. 3). 

11. Replace the gold frame on the 
model and lubricate the ridge area. 
Position the teeth on the frame to 
give an esthetic appearance and a 
proper relation to the lowers in cen- 
tric and in protrusive excursions 
(Fig. 4). Flow ivory-colored wax 
over the reinforcing frame, and 
build out and carve the lingual sur- 
faces of the teeth (Fig. 5). 

Try the assembly in the mouth for 
esthetics. The bridge at this stage 
will look just like the final product, 
and any slight changes can be made 
readily. Check for proper occlusion 
in centric and in protrusive excur- 
sions. 

12. Remove the assembly from the 


Fig. 4—Prepared acrylic facing in place on gold frame and ready to try in mouth. The 
bridge at this stage appears exactly as the finished bridge will. 


be prepared properly with equal fa- 
cility. 

Fit the acrylic teeth to the ridge, 
using a large stone (Figs. 2A and 2B, 
Step 2). Do not take the trouble to 
fit the teeth too accurately; new acry- 
lic will be added later to fill in the 
discrepancies. 

Grind off the lingual half of the 
teeth, making them appear like fac- 
ings (Figs. 2A and 2B, Step 3). Do 
not extend this lingual slice down to 
the incisal edge. 

Using a large fissure bur, cut a 
cross-shaped groove on the lingual 
surface to receive the reinforcing 
frame (Figs. 2A and 2B, Step 4). 
The horizontal groove should extend 
through the proximal surfaces. The 


Fig. 5—Cross-section diagram showing re- 
lationships of prepared facing, gold frame, 
and waxed lingual portion. Any discrepancy 
between prepared facing and edentulous 
area is filled in with wax; the wax is re- 
placed later by acrylic. 
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mouth and carefully invest it in a 
suitable flask with the lingual up- 
ward. It is not necessary to adapt tin 
foil to the teeth. When the stone has 
hardened, apply a separating medium 
with a brush and pour the other half 
of the flask. Heat and separate the 
halves of the flask, and boil out all 
traces of the wax. When the flask 
has cooled to room temperature, paint 
the special separating medium on the 
upper half of the mold. 


13. Select acrylic of the same 


shade as the gingival portion of the 
acrylic teeth used, and pack the acryl- 
ic into the flask. It is better to use the 
gingival shade because it darkens the 
interproximal areas, giving a more 
natural appearance. Insert a piece of 
wet cellophane between the halves of 
the flask and make a test closure. 


wie 


Fig. 6—Finished esthetic acrylic bridge ready for insertion in mouth. 


Separate and add more acrylic, or re- 
move any excess material, as neces- 
sary. Close the flask and process ac- 
cording to the manufacturer’s direc- 
tions. Let it cool in water over night. 

14. Remove the bridge from the 
flask and polish the lingual with 
pumice on a fine bristle brush, fol- 
lowing this with tin oxide or chalk. 


Fig. 6 shows the finished bridge. 


15. Set the bridge in the mouth and 
make any minor adjustments that 


may be necessary. Cement the fin- 


ished bridge in place in the mouth. 
The bridge should have a natural ap. 
pearance and should blend readily 
with the surrounding teeth. 


2414 Avenue R. 


Anticoncussion Ear Plugs of Acrylic 


Lieutenant Lawrence K. Cox and Lieutenant John W. Geller, (DC) USNR 


MucH EXPERIMENTATION has_ been 
done with devices for the prevention 
of aural injury caused by gunnery 
concussion. Cotton and rubber swim- 
ming plugs are used commonly; both 
are an aid but are not completely 
concussion proof. Past experience 
has proved the inefficiency of cotton 
in resisting high frequency sounds. 
Cotton does not eliminate ringing, 
numbness, soreness, and gradual loss 
of hearing. Its use from a common 
container by the men on the ranges 
is an ideal means of carrying infec- 
tion to the ears. The discomfort 
caused by the use of the rubber 
swimming plug is greater than its 
preventive qualities. 


Requirements of Ear Plug 


1. It should be easy to keep clean. 

2. It should be light in weight. 

3. It should be unbreakable. 

4. It should be easy to insert and 
should have good retention. 


5. It should admit sounds of ordi- 
nary conversation but should exclude 
high frequency sounds. 


Acrylic Ear Plug 


The acrylic resin ear plug meets 
the requirements mentioned here. It 
is specially built for the individual 
ear and is the property of the man 
for whom it was made. 

The acrylic plug is constructed to 
fit the auricle and the canal. The ma- 
jor portion of the plug fills the con- 
cave, ovoid portion of the auricle, 
covering the eminences and filling 
the depressions. It is molded to fill 
the fossa triangularis and the scapha 
down to the end of the curved promi- 
nence of the antihelix. It does not 
cover the lobule, the tragus, or -the 
antitragus, but its smooth outer sur- 
face and lower border are flush with 
these structures as well as with the 
inner border of the helix. The portion 
which fills the concha extends inward 


and fills the auditory meatus to the 
extent of about 1 cm. medially from 
the bottom of the concha, thus form- 
ing the seal and providing retention. 
Incidentally, with the marked de- 
crease in meatal irritation, ear fungus 
infection is prevented by the use of 
this snug-fitting plug. Its trial use in 
aeronautics is suggested. 


Technique of Construction 


1. Dirt or excessive wax are re- 
moved from the ear canal. 

2. The ear is covered with a thin 
coating of mineral oil or another 
suitable lubricant, and a small pledg- 
et of cotton is placed about 4 mm. 
or 5 mm. beyond the opening of the 
canal. 

3. The impression is taken with 
one of the hydrocolloid materials. 
The entire surface of the ear within 
the borders of the helix and lobule is 
covered. The hydrocolloid material 

(Continued on page 335) 
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Fig. 1—A little vaseline added to the water in the sterilizer will 
prevent rusting of the sterilizer and of instruments. 


Fig. 3—To prevent irritation from cotton rolls (some patients are 
sensitive to zinc oxide with which the rolls are treated), wrap the 
roll in a piece of kleenex before placing it in the mouth. 


*From Arnold, Myrel: Helpful Hints, The Dental Assistant, 13:22 (January- 
February) 1944, 


Fig. 2—Apply vaseline around the valve of the sterilizer faucet 
while the water is hot to keep the faucet well lubricated. 


Fig. 4—Blow the dust out of inaccessible parts of the typewriter 
with compressed air from the dental unit. 


READERS ARE URGED TO COLLECT $10.00 


FoR EVERY PRACTICAL clinical or laboratory suggestion 
that is usable, THE Dentat Dicest will pay $10.00 on 
publication. | 

_ Ifyou have found a “short cut,” have developed a new 
idea, or have produced a novel instrument, tell your col- 


leagues. We want practical material on every aspect of 
dentistry, 
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Surgical 
Removal 

of Upper 
First Molars 


STERLING T. BOWEN, D.D.S. 
Los Angeles, California 


DIGEST 

A technique is presented for the 
surgical removal of the upper 
first molar. The procedure, in 
which the incision is made over 
the solid bone of the tooth an- 
terior to the one to be removed, 
eliminates the danger of fracture 
of the root tip or of the tuberos- 
ity, and of injury to the maxil- 
lary sinus. 


EXTRACTION OF the upper first molar 
has long been a problem of dental 
surgery and in many cases is com- 
parable with removal of severe im- 
pactions. The reasons for this are: 

1. The length and wide spread of 
the roots. 

2. The proximity of the apexes of 
the roots to the maxillary sinus. ; 

3. The strength of the buccal plate 
of bone in this area. 

Many cases have been reported in 
which the roots of the first molar 
were broken and were pushed into 
the maxillary sinus when an attempt 
was made to remove them. This may 
result in a sinusitis which is much 
more harmful to the patient than the 
original condition that necessitated 
tooth removal. Even in cases in which 
there is no sinus complication, there 
is often much pain after extraction 
because of the “springing” of the 
bone plates as the tooth leaves the 
socket. Another complication that oc- 
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Fig. 1—Incision is made from buccal fold down to gingiva of tooth immediately an. 
terior to that to be removed. 


* 


Figs. 2 and 3—Remove only enough bone to expose the area of bifurcation of the roots 
of the first molar. 


Fig. 4—Cut through mesiobuccal root from the bifurcation to the mesial enamel-cemental 
junction with a crosscut fissure bur. 
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curs frequently is complete fracture 
of the tuberosity. 

All of these difficulties may be ob- 
viated by the technique described 
here which has proved successful for 
the last several years in cases in which 
a dificult extraction was expected af- 
ter careful study of the roentgeno- 
grams. 


Technique 


1. Make an incision from the buc- 
cal fold down to the gingiva of the 
tooth immediately anterior to the one 
to be removed (Fig. 1). Always 
make the incision far enough for- 
ward that the sutures will be placed 
over solid bone. 

2. Holding the tissues back with a 
retractor, remove just enough bone 
over the bifurcation area to expose 
the bifurcation of the roots (Figs. 2 
and 3). 

3. Cut through the mesiobuccal 
root from the bifurcation to the mesial 
enamel-cemental junction with a sur- 
gical bur or a crosscut fissure bur 
(Fig. 4). 

4. Remove the crown and the dis- 
tobuccal and lingual roots with an 
upper molar forcep (Figs. 5 and 6). 
This portion of the tooth usually 
comes out easily. 

5. Loosen the mesiobuccal root 
distally from its socket with an up- 
per root elevator (Fig. 7). , 

6. Clean the socket carefully and 
suture the tissue flap over the solid 


bone (Fig. 8). 
Advantages of Technique 


1, Postoperative pain is minimized 
because there is no bone trauma or 
bruising of the tissues. 

2. Danger of fracture of the root 
tip is eliminated. 

3. Danger of fracture of the tuber- 
osity is eliminated. 

4. The floor of the maxillary sinus 
will not be injured if the technique is 
followed carefully. 

9. Recovery is usually uneventful, 
and repair of the tissue and bone is 
rapid. 

9629 Brighton Way. 
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molar forcep. 


Fig. 7—Remove the mesiobuccal root by first loosening it distally. 


Fig. 8—Clean the socket carefully and suture the tissue flap over the solid bone. 
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Contraindications for Surgical Resection 


B. F. DEWEL, D.D.S., Evanston, Illinois 


DIGEST 
This is the second of two articles 
on the maxillary labial frenum. 
The first discussed the develop- 
stages, 


normal variations of the frenum 


mental and 


anatomy, 
and the premaxillary structures. 
This article considers the causes 
of separated centrals, the occa- 
sional development of and di- 
agnostic tests abnormal 
frenums, and methods of treat- 
ment when a space persists be- 
tween the upper central incisors. 
Caution is advised against indis- 


for 


criminate surgical resection of 


the maxillary labial frenum. 
Causes of Separated Centrals 


No frenum should be considered 
abnormal until every conceivable 
cause of separated central incisors 
has been eliminated through careful 
analysis. Such a procedure will re- 
veal first, that an enlarged frenum 
may be associated with but not the 
cause of a separation, and second, 
that a truly abnormal frenum occurs 
only in rare instances. 


Fig. 13 


(Conclusion) 


of the Maxilliary Labial Frenum 


Fig. 12—Peg-shaped laterals fail to provide sufficient tooth structure to maintain centrals 


in contact. 


Age must be considered first inas- 
much as a space between the central 
incisors is normal in most persons 
during the early developmental 
stages; moreover, spacing may per- 
sist between all four incisors until the 
eruption of the cuspids at about the 
age of twelve. Prior to this time the 
laterals may present a fan-shaped 
appearance with diverging crowns. 
As the cuspids erupt, the _later- 
al roots tend to move into the area 
formerly occupied by the cuspid 
crowns. At certain periods the cus- 
pids likewise may have a fan-shaped 
appearance. Like the laterals, with 


further development they tend to as- 
sume a more vertical position. 

Herein lie the developmental forces 
that move into contact centrals that 
originally formed in crypts separated 
by the median suture. These forces, 
moreover, are great enough to pro- 
duce pressure atrophy of the frenum 
if it failed to degenerate before the 
eruption of the permanent central in- 
cisors, provided other conditions are 
normal. 

Obviously unerupted or peg-shaped 
lateral incisors do not contribute suf- 
ficient tooth material to fill the pre- 
scribed arch and to provide contact 


Fig. 14 


Fig. 13—When laterals are congenitally missing, centrals can be maintained in contact only by artificial substitutes or by moving the 
upper posterior teeth forward into a Class II relationship with the lower teeth. f th 
Fig. 14—Before committing a questionable frenum to surgery, an examination of occlusal relations may reveal the actual cause of the 


separation. 
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Fig. 15A 
Fig. 1sA—This frenum receded to a normal position. If, however, it had maintained a low attachment, it could not have been the cause 
of the separation since the spacing occurred anyway. | 
Fig. 15B—Correction of perverted axial inclination of the centrals in conjunction with other orthodontic treatment established 
normal contacting relationship. 


to the distal surfaces of the central 
incisors (Fig. 12). Frequently ex- 
cessive spacing of the centrals indi- 
cates congenitally missing lateral in- 
cisors (Fig. 13) or an unerupted mid- 
line supernumerary tooth. Routine 
roentgenographic examination, there- 
fore, is indicated in all of these cases. 


Fig. 16A (top) 


Fig. 16C (bottom) 
rie. 16A—Superficial diagnosis could easily result in unnecessary resection of this enlarged frenum. 
ig. 16B—The actual cause of the separated centrals is a persistent tongue-thrusting habit. 


The simplest cause of spacing in 
which malocclusion is involved con- 
cerns crowded or rotated lower in- 
cisor teeth in which, when the jaws 
are closed, a labial malposition may 
place one of these teeth directly in 
the area where the upper centrals 
should come in contact (Fig. 14). 


Fig. 16B (top) 


Fig. 15B 


Effect of Changes in Arch Form 
Any condition that requires the six 
anterior teeth to occupy an arch 
greater than they were designed to 
fill will result in the development of 
spaces between the incisors, since 
there is no proportionate increase in 
the mesiodistal dimensions of these 


‘ 


Fig. 17 (bottom) 


Fig. 16C—Orthodontic correction of habit and malocclusion resulted in normal contact and occlusal relations and atrophy of the frenum, 
Fig. 17—-Labially placed incisors in Class II malocclusion are required to expand into a larger arch than they were designed to occupy, 


Spacing results at some point, An enlarged frenum, if present, is the result, not the cause, 
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Fig. 18A 
Fig. 18A—Midline separations frequently can be traced to abnormal lip pressure. 
Fig. 18B—Correction of the habit and associated malocclusion brings about normal contacting relations.. 


teeth to compensate for the increase 
in the size of the arch. Reference is 
made to the condition commonly 
known as prominent or protruding 
upper anterior teeth. The exception 
to this rule occurs when the posterior 
teeth also migrate forward to such an 
extent that contact relations are main- 
tained in the anterior segment of the 
arch. 

Although the resultant spaces may 
be confined to the area between the 
central incisors and are, therefore, 
easily attributed to a questionable 
frenum, they are in fact more often 
due to causes in no way related to 
that structure. The same midline sep- 
aration may be observed frequently 
in similar cases in the presence of a 
normal highly attached frenum (Fig. 
15). If an enlarged frenum is asso- 
ciated with the separation, it is pos- 
sible that it simply failed to atrophy 
because it lacked the pressure stim- 


Fig. 19A 


ulation ordinarily provided by cen- 
trals brought to contact by normal de- 
velopmental forces. 

Frequently this malformation is 
caused by an abnormal tongue posi- 
tion in which that organ, habitually 
or only during the act of swallowing, 
is thrust against the upper anterior 
teeth with such force and persistency 
that the incisors are carried labially 
into a larger arch than normal, los- 
ing contact in the process (Fig. 16). 
Certain tongue positions in related 
speech perversions may also be an 
etiologic factor. Thumb or finger 
pressure on the inside of the upper 
arch reacts in the same manner. 

Certain classes of malocclusion 
likewise lead to a separation of the 
anterior teeth by causing an increase 
in the size of the arch. If a Class II 
Division I malocclusion is present, 
the upper anterior teeth are not only 
in labioversion’ but also present a 


Fig. 19B . 


Fig. 18B 


labial inclination (Fig. 17). Normal 
muscular function is denied to teeth 
in this type of malocclusion. A char- 
acteristic short underdeveloped up- 
per lip, and a lower lip that folds be- 
hind the upper incisor teeth, not 
only fail to provide the muscular 
pressure so necessary to the teeth if 
they are to assume their normal posi- 
tions, but actually act to aggravate 
the irregularity by creating a larger 
cuspid-to-cuspid arc than is normal 
in the upper arch (Fig. 18). 

A closed bite may produce a simi- 
lar condition. In these cases the lower 
incisors close on the upper incisors at 
the cingulum, an area that presents a 
greater diameter labiolingually than 
at the incisal edges where the teeth 
come in contact in normal occlusion 
(Fig. 19). 

The presence or absence of an en- 
larged frenum has nothing to do with 
separated central incisors in any of 


Fig. 19C 


Fig. 19A—The thread-like frenum extending between these centrals is not the cause of this separation. 
Fig. 19B—A closed bite prevents the centrals from achieving contacting relations. 
Fig. 19C—Restoration of normal occlusion produces pressure atrophy of the frenum. Ultimately the centrals will be in contact. 
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these cases. If present, it is a result 
and not a cause. 


Possible Development of 
Abnormal Frenums 


Some observers apparently ques- 
tion the presence under any circum- 
stances of an abnormal frenum that 
requires surgical removal.» * * It 
may be impossible, however, to; state 
that such abnormal development can- 
not occur in certain rare instances. 
Continuity of superficial fibers be- 
tween the frenum and the palatal 
papilla have been observed in histo- 
logic sections of newborn infants,” 
and there may on occasion be a simi- 
lar condition in regard to the deeper 
fibrous layers. If so, it is possible that 
with such a rigid interlocking at- 
tachment, the downward and _for- 
ward growth of the alveolar process 
simply causes increased downward 
growth of the frenum at the same 
rate and to the same extent as that oc- 
curring in the alveolar structures. 
Thus the frenum may be carried to 
an attachment far below what is con- 
sidered normal and pleasing. 

An indisputable abnormal frenum 
is markedly enlarged and retains 
most of the coarse and thickened 
characteristics of its early develop- 
mental stages. It presents a wide fan- 
shaped attachment to the upper lip, 
which tapers downward to a distinct 
sheet-like process that extends be- 
tween the central incisors to be 
united with the palatal papilla (Fig. 
20). Its fibers may take on the ap- 
pearance of a cord, but not to the 
extent that it could be termed a 
fibrous ligament. 

In passing through the interproxi- 
mal space, the fibers of an abnormal 
frenum may cut through the trans- 
ceptal fibers of the periodontal mem- 
brane.® These transceptal fibers are 
strong fiber bundles running from 
the cementum of one central to the 
cementum of the other. They pass 
across the crest of the interdental 
bone, and their function is to bind 
teeth together and to support the in- 


‘Howard, C. C.; Johnson, A. L.; and Mershon, 
J. V.: Individual responses to a questionnaire on 
the maxillary labial frenum, Internat. J. Ortho. & 
Dent. for Children, 19:450 (April) 1933. 

‘Taylor, J. E.: Clinical Observations Relating to the 
Normal 2nd Abnormal Frenum Labii Superioris, Am. 
J. Ortho. & Oral Surg., 25:646 (July) 1939. 
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Fig. 20A (top) Fig. 20C (bottom) 


Fig. 20B (top) Fig. 20D (bottom) 


Fig. 20A—This frenum failed to atrophy when an attempt was made to carry these 


centrals to contact. 


Fig. 20B—Blanching and definite movement of the palatal papilla could be demonstrated 


by distending the upper lip. 


Fig. 20C—The frenum extended as a broad sheet-like process between the centrals to an 


attachment with the palatal papilla. 


Fig. 20D—An authentic abnormal frenum occurs so rarely that less than one in a decade 


will be observed in a private practice. 


terproximal gum tissue. If the frenum 
is so abnormal that this interlocking 
of the transceptal fibers is prevented, 
its removal may be helpful in per- 
mitting these fibers of the periodon- 
tal membrane to bridge the gap. If, 
however, the frenum is not involved, 
surgery presents the danger of sev- 
ering the normally attached and in- 
terlacing transceptal fibers which are 
so necessary to physiologic retention 
after contact relations between the 
centrals have been established either 
by natural or by orthodontic means. 


Diagnostic Tests for 
Abnormal Frenums 


Intermittent pressure placed on the 
frenum by distending the upper ‘lip 
permits observation of the extent and 


5Noyes, H. J.: Anatomy of the Frenum Labii in New 
Born Infants, Angle Ortho., 5:3 (January) 1935. 
®Strang, R. H. W.: Text-Book of Orthodontia, ed. 
2, Philadelphia, Lea & Febiger, 1943, pages 134 and 
30 


location of its alveolar attachment, 
and in addition reveals one of the 
most marked diagnostic symptoms of 
an abnormal frenum. If this tension 


produces blanching and a definite ~ 


amount of movement not only of the 
tissues between the centrals but also 
of the palatal papilla, the frenum may 
be diagnosed as abnormal, provided 
that it can be distinctly traced as a 
separate structure, that sufficient 
time has elapsed for normal develop- 
mental forces to assert themselves, 
and that all other possible causes of 
the separation have been eliminated. 
No frenum should be reduced surgi- 
cally before the eruption of the later- 
als, and rarely before the eruption of 
the cuspids; nor should such a diag- 
nosis be made when the abnormality 
is first suspected. A period of obser- 
vation to determine possible degen- 
erative symptoms is always indicated. 
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Fig. 21A 


Fig. 21B 


Fig. 21A—This frenum had been resected a year or more prior to orthodontic consultation. Evidence is provided that spaces do not 
close simply because frenums have been removed. It did not do so in this case. 
Fig. 21B—Restoration of normal occlusion released the forces necessary to produce contacting centrals. Note that the interproximal 
gum septum fails to projéct incisally between the centrals. The operation probably was too severe. 


Surgical resection provides no as- 
surance that the space will close just 
because the frenum has been removed 
(Fig. 21). It must be determined 
whether the frenum is actually the 


cause of the separation, or whether 


natural developmental forces simply 
have failed to exert sufficient mesial 
pressure on the centrals to close the 
space in a normal manner. Because 
it is characteristic of any structure to 
guard its rights of position and exist- 
ence, it is likely that the frenum has 
a constant tendency to exert passive 
resistance to the forces attempting to 
cause its elimination. Its success is 
determined for the most part by other 
factors. 

If, for example, normal arch form 
is lacking, the wedging action of the 
laterals and cuspids may not provide 
normal pressure on the separated cen- 
tral incisors. The central incisors are 
larger teeth than the laterals and 
therefore present greater resistance 
to displacement. In early develop- 
mental stages the laterals are located 
slightly to the lingual of the centrals 
and cuspids, and they may erupt in 
that position in an underdeveloped 
arch. Or, because of their size, they 
may readily be deflected in some 
other direction if arch form is other- 
wise abnormal. 

As the cuspids erupt at a much 
later developmental period, other 
teeth, if in malocclusion, may cause 


them to be displaced labially or lin- 
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gually. In normal development in 
well formed arches, however, these 
abnormal conditions are not present. 
If malocclusion is associated with a 
separation of the central incisors, it 
should be treated as such. Restore- 
tion of normal occlusion ordinarily 
will release whatever developmental 
forces are necessary to provide pres- 
sure atrophy of the frenum and effect 
closure of the space. 


Types of Treatment 


Two methods of treatment are 
available for the rare but question- 
able abnormal frenum. One, of 
course, is immediate surgical resec- 
tion, but radical removal is seldom 
indicated. It should be undertaken 
only as a local correction, and should 
not extend into the tissues of the lip 
nor into the interdental bone. A small 
triangular section beginning at a 
point 3 mm. or 4 mm. above the cen- 
tral incisors and extending down- 
ward to include the palatal papiila is 
the only part that does the damage 
and is, therefore, the only part that 
should be removed.’ 

The other, and perhaps the better 
method, is to attempt to close the 
space by orthodontic means first 
(Fig. 22). If tissue hypertrophy in- 
stead of pressure atrophy ‘results, 
then, provided the space has not been 
closed too rapidly, convincing evi- 


™TDewey, Martin; and Anderson, G. M.: Practical 
Orthodontia, ed. 6, St. Louis, C. V. Mosby Com- 
pany, 1942, page 465 


dence is finally obtained for a diag- 
nosis of a truly abnormal frenum. 
With orthodontic appliances already 
in place, a mechanism is present to 
close the space quickly before the 
formation of postoperative scar tis- 
sue. Only then should a final deci- 
sion be made in regard to surgical re- 
section. 


Summary 


1. The frenum is rarely the cause 
of separated central incisors. If en- 
larged, it is more likely to be the re- 
sult of the separation rather than the 
cause. 

2. It is normal for central incisors 
to erupt with a space between them. 
In their development they are sepa- 
rated by the median suture of the 
maxillary bones. 

3. If an enlarged frenum is asso- 
ciated with separated centrals, it nor- 
mally degenerates from pressure 
atrophy provided by the subsequent 
eruption of the laterals and cuspids. 
These teeth supply the additional 
dental units necessary to produce 
adequate contact relationship in the 
anterior segment of the arch. 

4. The ultimate form and position 
of the frenum are determined by 
osseous and dental structures which 
surpass or excel it in downward and 
forward growth and development. 

5. Abnormal tongue pressure, lip 
habits, missing or peg-shaped later- 
als, and certain forms of malocclu- 
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Fig. 22A 


Fig. 22B 


Fig. 22A—An enlarged frenum may cause a perversion of the axial inclination of one or both centrals. An appliance should be selected 
that will move teeth into a position of normal inclination. 


Fig. 22B—Should the frenum hypertrophy and surgery be necessary, appliances are already in place to close the space before the 
formation of scar tissue. It was not necessary to operate on this frenum. 


sion are among the causes of sepa- 
rated central incisors. As they are 
corrected, the centrals concurrently 
move into contact and produce pres- 
sure atrophy of the frenum if it has 
maintained a low alveolar attach- 
ment. 

6. An authentic abnormal frenum 
occurs only in rare instances. It is 
markedly enlarged and retains most 


We Can’t Pay 


No DENTAL author can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
above a monetary basis. In the prep- 
aration of a technical article, how- 
ever, an author often expends money 
for drawings, photographs, models, 
or graphs. We would like to help de- 
fray some of these expenses. 

Until further notice, THE DENTAL 


of the coarse and thickened charac- 
teristics of its early developmental 
stages. 

7. If the cause of the separation 
lies elsewhere, surgery provides no 
assurance that the centrals will move 
together simply because the frenum 
has been resected. 

8. In doubtful cases, orthodontic 
appliances should be placed to close 


Dicest will allow $25.00-toward the 
cost of the illustrations provided by 
the author of every article accepted. 

About 20,000 of our dental col- 
leagues are in military service. Few 
of them will have the time, the facili- 
ties, or the opportunities to develop 
new techniques or to write for the 
dental literature. They will be eager, 
however, to read of the new develop- 


ments in dental science and art. 


Writing articles for publication in 
technical journals can be a contribu- 
tion to the war effort, because that is 


lf Your DENTAL DIGEST Is Late 


the space in part before surgery is 
undertaken. Usually the space can 
be closed completely without the aid 
of surgical resection. Jf, however, 
surgery is necessary, appliances are 
already in place to move the centrals 
into contact before the formation of 
postoperative scar tissue. 
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how to help our dental officers in the 
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nical advancements, and it is one way 
to improve the skill and services of 
civilian dentists on the home front. 

If you have a constructive idea, an 
innovation, a new result of tried and 
proved experiment, put it down in 
writing, illustrate it, and send the 
material to: The Editor of THE DEn- 
TAL Dicest, 708 Church Street, 
Evanston, Illinois. 
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The most tenable theory of the ac- 


Sodium Fluoride Treatment of 
Hypersensitive Teeth 


LIEUTENANT (jg) FRANCIS M. WELLS (DC), U.S.N.R., Great Lakes, Illinois 


~ 


GM. SODIUM FLUORIDE 


(+ 2.5 GR.GREEN COAL TAR DYE 


Fig. 1—33 per cent sodium fluoride paste. 


THE USE OF 33 per cent sodium 
fluoride paste has proved effective in 
the treatment of hypersensitive teeth. 
The paste is odorless, nonirritating, 
and nontoxic to tissues. It reacts with 
electrifying rapidity, but does not 
produce discoloration of the teeth. 


tion of this paste is that sodium flu- 
oride reacts with calcium phosphate 
to form insoluble calcium fluoride 
which seals the dentine tubules. 
One-half ounce of the paste con- 
sists of approximately the following: 
(1) 10 grams glycerine; (2) 10 
grams kaolin; and (3) 10 grams 
sodium fluoride (Fig. 1). Green coal 
tar dye (2.5 grains) may be added 
to make the paste more visible against 
tooth surfaces during treatment. 


Uses of Paste 


The following hypersensitive areas 
are indicated for treatment: 

1. Erosion at the labiogingival 
margin of the cuspids caused by 


2. Fractured incisal edges or angles Fig. 2—A, Erosion at labiogingival margin of cuspids caused by —— _— B, 
— : fractured incisal edge of permanent incisor; C, erosion on upper cuspid caused by clasp 

of anaes ee: ee ne action; D, erosion on lower bicuspids and molars caused by clasp action; E, recession of 
children (Fig. 2B). gums caused by periodontal disease; F, decalcified gingival and subgingival areas where 


3. Erosion caused by action of a ©8V#ty Preparation is difficult. 


clasp on the upper cuspids (Fig.2C). molars by clasp action of a partial 


5. Labiogingival areas of lower 
anterior teeth in mouths affected by 


4. Erosion of lower bicuspids and 
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lower denture (Fig. 2D). 
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Fig. 5—Explore tooth surface to be sure all sensitive spots have 
been treated. 


periodontal disease and recession (Fig. 2E). 

6. Hard, concave, and decalcified gingival and sub- 
gingival areas of the lower bicuspids and molars where 
cavity preparation is difficult and often impracticable 
(Fig. 2F). 

7. Sodium fluoride paste likewise may be used to ob- 
tund carious cervical areas sufficiently to permit almost 
painless cavity preparation. 


Method of Treatment 


Treatment of all areas is accomplished by the follow- 
ing procedure: 

1. Smooth any rough, decalcified areas on molars with 
an amalgam file or scaler before instituting treatment. 

2. Block the area with cotton rolls, and dry with warm 
ar (Fig. 3). 


(Continued on page 320) 
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Fig. 4—Burnish sodium fluoride paste into sensitive area with 
porte-polisher and wooden point. 


Fig. 6—Wipe off bulk of paste with cotton roll when removing it. 


Fig. 7—Examine tooth surface with explorer and air to determine 


efficacy of treatment. 
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DIGEST 
A method is suggested for taking 


accurate impressions of pin re- 
tention cavities for either gold or 
acrylic inlays. A process of die 
forming by electroplating is de- 
scribed. 


WITH THE increasing interest in the 
use of acrylic for inlays, either in 
combination with gold or by itself, 
pin retention gives added assurance 
of the permanency of the restoration. 
The indirect method of taking the 
impression and the forming of copper 
dies seems the method of choice. Pin 
holes as an integral part of the cop- 
per die simplify the problem of any 
type of inlay restoration. This is es- 
pecially true in Class V cavities. 


Technique for Cavities of 
Anterior Teeth ; 


Taking the Impression—1. Prepare 
the cavity in the usual manner. 
2. Having selected the 
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points 


Fig. 1 
Fig. 1—Pin ledge attachment. Fig. 2—Band ready for plating; 


where pin retention is desired, drill 
the holes with a drill prepared as fol- 
lows: 

a) Flatten one side of a number 
699 or number 700 crosscut fissure 
bur by holding it against a Joe Dandy 
disc in the handpiece. Turn the bur 
over and flatten the other side in the 
same manner. 

b) Form a right and left bevel 
on the tip of the bur. Smooth the 
bevel by honing it to a keen edge on 
an oil stone. . 

3. After the holes have been drilled, 
smooth the walls with a tapering 
fissure bur or a fine jeweler’s file. The 
tapering walls of the holes permit 
easy withdrawal of the impression 
without distortion. 

4. Place the following materials in 
a double boiler: (1) 40 grams Alu- 
wax; (2) 20 grams S. S. White black 
inlay wax, number 5; (3) 1 stick of 
Kerr’s hard blue inlay wax; and (4) 
1/3 stick of utility wax. Melt these 
over a low flame, and pour into a tin 
plate. Cut the wax into convenient 


Fig. 2 


‘A Method of Taking Impressions and Producing 
Copper Dies of Cavities with Pin Retention 


ROLLAND E. SHIRLEY, D.D.S., Los Angeles, California 


sticks. This combination wax is light 
blue in color, and is called “blue 
electroplating wax” in this technique. 

5. Fit a copper band, slightly over. 
size, around the tooth to allow for a 
thin coating of wax over the metal. 
Warm the band slightly and coat the 
inside near the cervical end with a 
small amount of sticky wax. (This is 
essential inasmuch as the graphite 
wax does not adhere readily to the 
metal. ) 

6. Fill the band with graphite wax 
warmed over the flame. Melt sufh- 
cient blue electroplating wax over the 
cervical end of the band to cover the 
graphite wax entirely. Lay the band 
aside. 

7. Lubricate the preparation, pin 
holes, and surface of the tooth. Kerr’s 
debubblizer makes an excellent lu- 
bricant both in the mouth and for the 
copper dies. 

8. Pick up a small amount of the 
blue wax with small pliers and warm 
it over a flame. When the wax is at 
the flowing stage, drop it into the 


Fig. 3 


wax cut away to show impression. Fig. 3—Copper tray with handle. 
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cavity, using enough to cover the 
walls, margins, and pin holes. Plunge 
a hot tapering instrument, such as a 
discarded number 17 explorer which 
has been ground to fit the holes loose- 
ly, through the wax over the pin 
holes, carrying the wax to the bottom 
of the holes. Pick up another small 
amount of sticky wax with warmed 
pliers, and drop it over the location 
of the pin holes. Again warm the ex- 
plorer point and carry it through the 
sticky wax into the holes. This will 
reinforce the blue wax that is in it- 
self too soft to be withdrawn safely 
from the pin holes. 

9, Warm the band quickly by pass- 
ing it through the flame, and carry 
to place on the tooth. A little experi- 
ence will demonstrate the proper con- 
sistency of the wax in the band to 
complete the impression. The blue 
wax in the tooth and in the band are 
readily united, the blue wax remain- 
ing slightly plastic at mouth tem- 
perature. 

10. Chill thoroughly and remove in 
a line with the long axis of the tooth. 
The impression may be kept in water 
of room temperature until ready for 
the next step (Fig. 1). 

Preparing the Impression for Plat- 
ing—1. Blow all moisture from the 
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Fig. 4—Tracy tray with removable handle. Slot on reverse side holds hand!e or cathode 


wire. 
surface of the impression until it is 
completely dry. 

2. Coat the impression with a mini- 
mum of sweet (not synthetic) almond 
oil, using a fine camel’s hair brush. 

3. Apply a conductorizing bronz- 
ing powder with a larger camel’s hair 
brush that is used only for this pur- 
pose. Burnish to a high gloss with 
this brush, applying several coats of 
powder to all surfaces of the impres- 
sion. 

4, Wrap the band with a thin gauge 
wax, extending the wax to 14 inch or 
14 inch above the edge of the band to 
form a base for the die that is poured 
in stone when plating is completed. 
Cover the exposed end of the band 
with additional wax. 


5. Cut a narrow slit in the wax, 
covering the band on its longest side, 
and drop a small amount of sticky 
wax near the closed end of the band 
or at the end of the slit in the wax. 

6. Prepare a piece of 16 gauge cop- 
per enameled wire, cutting it to a 
length suitable for the plating tank. 
Scrape the wire at the end intended 
to fit the cathode contact clamps. 
From the other end of the wire, scrape 
away the “enamel” from one side 
only, and dress the wire down to a 
flat surface with a stone to make good 
contact with the band. Warm the wire 
slightly and press to place against the 
bare portion of the band, utilizing a 
drop of sticky wax to hold the wire at 
that point. Drop more sticky wax 
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Fig. 8—Assembly showing cathode wire 
attached directly to the invested impression. 


over the wire and the band to cover 
all exposed surfaces (Fig. 2). 

7. Drop a small amount of 50 per 
cent alcohol and water into the im- 
pression to reduce surface tension. 
Blow out the excess and place the 
band in the plating solution. One volt 
to two volts with 10 milliamperes 
current for a few hours will give a 
good plating of copper depending on 
the type of plating equipment used. 
When the plating is finished, pour 
the die stone to form the base of the 


die. 


Technique for Class V Cavities 


Taking the Impression—1. Prepare 
the cavity in the usual manner, and 
if additional retention is desired 
drill a hole at the mesial extremity 
and another at the distal extremity of 
the cavity with the specially prepared 
crosscut fissure bur. One-half milli- 
meter to 1 mm. is usually sufficient 
for retention. Preparations of less 
depth are possible if pin retention is 
used. One pin of sufficient length can 
be employed in many cases. 

2. Impressions of the cavity can 
be taken with either small metal trays 
or McBean’s hard graphite cones. The 
cone method is best employed in 
small cavities involving the six an- 
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Fig. 9—Wax impression. 


terior teeth and sometimes in the bi- 
cuspids if access is easy. Metal trays 
can be used in all cavities. These trays 
can be formed at the chair from stiff 
sheet copper in such a manner as to 
leave a small handle turned up for 
a finger grasp (Fig. 3). 

I have found the tray designed by 
Doctor W. D. Tracy of New York 
(Fig. 4) satisfactory for taking im- 
pressions. This tray is provided with 
a removable handle that fits into a 
slot on the reverse side. The slot can 
be used for attaching a cathode wire 
to the tray if desired. 

a) Select a Tracy tray of proper 
size for the location of the cavity. 
Coat the impression side of the tray 
lightly with sticky wax. Drop suff- 
cient blue wax with small pliers over 
the sticky wax and build up a mound 
to more than fill the cavity. Lay the 
tray aside. 

b) Isolate the tooth, lubricate the 
cavity, and carry enough blue wax 
with small pliers to the cavity to flow 
over the floor, margins, and pin 
holes. Plunge the warm explorer 
through the wax, add the sticky wax, 
and again use the warm explorer. 

c) Heat the points of the pliers 
slightly and sear the surface of the 
wax in the tray so that the two waxes 


Fig. 10—Wax cone impression wrapped 
in wax. 


will unite. Carry to place, chill thor- 
oughly, and remove with a straight 
pull. Fig. 5 shows the completed tray 
impression. 

Preparing the Impression for Plat- 
ing—Before removing the tray from 
the handle, coat the reverse side with 
utility wax to prevent the plating so- 
lution from reaching the metal of the 
tray. Two methods of attaching the 
cathode wire to the impression can 
be used. 

First Method: 1. Prepare a piece 
of 20 gauge enameled copper wire by 
scraping one end clean for a distance 
of about 14 inch to fit the cathode 
clamp of the plater. Scrape the enam- 
el from the wire at the other end for 
a distance of 14 inch; bend this end 
to a right angle. 

2. Drop sticky wax at the angle of 
the bend and slip the wire through 
the slot of the tray up to the sticky 
wax which should be warm enough 
to hold the wire in tight contact with 
the slot or the bare surface of the tray 
(Fig. 6). More sticky wax can be 
added necessary. 7 

3. Mix a small amount of plaster, 
slightly stiff, and holding the tray 
by the wire embed it in the plaster 
(Fig. 7) Allow the plaster to flow up 
around the margin of the tray to form 
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a rim of plaster 1 mm. or 2 mm. in 
depth. Support the wire in an upright 
position until the plaster has set. 

4. Apply almond oil, conductoriz- 
ing powder, and alcohol solution, and 
place in the tank. The 20 gauge wire 
carries enough current to warrant the 
voltage and the amperage being re- 
duced to the smallest amount, 14 volt 
to 1 volt being the maximum. The 
milliamperage should register 5 to 
10. Too much current will result in a 
“burned” deposit of brownish, flaky 
appearance, in contrast to the bright 
copper color. When the impression is 
plated for several hours, the die stone 
is poured for the base of the die. 

‘Second Method: In this method 
the cathode wire is attached directly 
to the invested impression. Mr. Wil- 
bur John of Los Angeles has suggest- 
ed a simple holder that can be made 
in the office: 

1. A 6 inch length of small brass 
rod of a diameter to fit the cathode 
clamp of the plating machine is 
threaded at one end to fit an ordi- 
nary brass nut. 

2. Cut a piece of brass plate to 
about 14 inch to %4 inch in diam- 
eter. Drill a hole at the outer edge of 
the circumference to fit the brass rod. 

3. Screw a brass nut on the end of 
the threaded part of the rod, slip the 
brass plate on the rod, and use an- 
other nut to tighten the plate against 
the first nut. This plate forms a table 
or a base upon which the invested 
impression is to be placed. 

4. Solder a small clamp 2 inches 
from the other end of the rod. Cen- 
ter the clamp over the table. Before 
assembling the table, slip a piece of 
gum-rubber tubing over the rod 
reaching from the clamp to the 
threaded portion of the rod. 

». After assembling the table, dip 
it into melted utility wax, sealing the 
juncture of the rubber tubing and 
the metal. Build up the wax on the 
upper side of the table so that the 
invested impression can be embed- 
ded in the center and held firmly in 
place. 

6. After the impression has been 
bronzed and placed in position on the 
table, cut a piece of 24 gauge enamel- 
ed wire that will reach from the im- 
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Fig. 11—Wax cone with cathode wire at- 
tached to base. 


pression to slightly above the clamp. 
Scrape away all the enamel on the 
wire opposite the clamp and 14 mm. 
of enamel from the other end. Warm 
this end slightly and embed it in the 
exact center of the impression down 
to the edge of the enamel on the wire. 
Clamp the other end of the wire in 
position. 

7. Re-touch the wax around the 
end of the wire with the bronzing 
powder. The assembly is now ready 
for the plating tank (Fig. 8). 

If the impression is small and there 
are 4 mm. or 5 mm. of tooth surface 
showing away from the margin of 
the cavity, place a drop of the blue 
electroplating wax on the wax of the 
tray at a point farthest from the mar- 
gin and embed the wire in this drop 
of wax. When the plating is com- 
pleted, the wire is snipped from the 
die, and stone is poured for the base. 


Wax Cone Impression Technique 
1. Thoroughly chill a cone of Mc- 


Bean’s hard conductorized wax. 

2. Drop enough of the blue wax 
with small pliers over the tip of the 
cone to approximate the size of the 
cavity. If the cavity is larger than the 
tip of the cone, cut off a small por- 
tion of the cone inasmuch as the blue 
wax must be supported by the cone 
which acts as a plunger for the softer 
blue wax. 

3. After the retention holes and 
the cavity margins have been covered 
and filled, sear the tip of the blue wax 
on the cone, carry to place, and hold 
with light pressure (Fig. 9). Chill 
and remove. 

4. If retention pins are not neces- 
sary, the blue wax may be eliminated 
and the tip of the cone warmed by 
dipping in hot water. Almond oil is 
not necessary before applying the 
bronzing powder. Wash graphite im- 
pressions with alcohol before apply- 
ing conducting powder. | 


Preparing Cone Impression for 
Plating 


1. Dry the impression, and apply 
oil and bronzing powder. 

2. Warm a piece of thin gauge 
wax, and have it extend 3 mm. to 4 
mm. above the cavity margins. Wrap 
the cone impression snugly in the 
wax (Fig. 10). If the sheet wax is 
properly warmed, the margins will 
not be injured; there should be at 
least a millimeter of margin around 
the circumference of the impression. 

3. Remove all the enamel from 
one end of a length of 16 gauge wire. 
for a distance of at least 1% inch. 
Bend this bared wire to a right angle, 
heat, and plunge through the base of 
the cone (Fig. 11). 

4. Add wax to entirely cover the 
exposed graphite of the base of the 
cone, or copper will be deposited at 
this point. A medium voltage and 
amperage will give excellent results 
in a few hours. In any electroplating 
process better results will be obtain- 
ed if the current is kept low for the 
first 10 minutes to 15 minutes and 
is then stepped up to the final current 
desired. 
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THE EPULIS Is probably the most 
common tumor observed in _ the 
mouth. These tumors generally arise 
from subepithelial connective tissue 
of the alveolar border or from the 
sockets of extracted teeth. The term 
“epulis” does not indicate any one 
pathologic entity. The epulis is usual- 
ly a fibrous tissue hyperplasia, and 
is most frequently characterized by 
a preponderance of granulation tis- 
sue (granulomas). Another tumor of 


Fig. 1—Model illustrating bilateral max- 
illary osteofibromas. 


Fig. 2—Roentgenogram of left maxillary 
bicuspid and molar region illustrated in 
Fig. 1 shows hypertrophied bone and 
fibrous tissue. 


*This is the first in a series of three articles on 
oral tumors by Doctor Morgan. 
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this type is that in which fibrous tis- 
sue is the chief characteristic (fibro- 
mas). The least common epulis is 
that which is distinguished by the 
presence of giant cells (giant cell tu- 
mors). 


Etiology and Diagnosis 


The actual exciting cause leading 
to cell proliferation is not known. 
Many contributing causes, such as 
gingival irritation, recurring trauma, 
calculus, carious teeth, retained roots, 
and faulty restorations, may or may 
not be aggravated by infection and 
should be considered possible factors. 

Granuloma—The common granu- 
lomatous epulis is irregular in size 
and at times is ulcerated in appear- 


Oral Tumors of Dental Interest—The Epulis 


ance. It is generally vascular and 
may hemorrhage profusely on opera- 
tion. One must be careful to differen. 
tiate between this type of tumor and 
the proliferative gingivitis of preg. 
nancy. In. most instances it is first 
observed by the dentist at an early 
stage when complete removal under 
local anesthesia is not difficult pro- 
vided hemorrhage is controlled. 

Fibroma—Fibromas which are of 
interest to the dental practitioner may 
be of three types: | 

1. The pure fibroma, which is 
composed chiefly of fibrous material, 
is reasonably easy to diagnose clini- 
cally inasmuch as it frequently causes 
malposition of the adjacent teeth by 
pressure. 


Fig. 3—Clinical appearance of cystic fibroma. 
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2. The osteofibroma, as the name 
suggests, is a combination of hyper- 
trophied bone and fibrous material 
(Figs. 1 and 2). | 

3. The cystic fibroma combines 
bone, fibrous material, and cystic 
material (Figs. 3, 4, and 5). 

Giant Cell Tumor—The most com- 
monly observed giant cell tumor is 
one which produces a painless swell- 
ing of either the maxilla or the man- 


dible, more often on the external sur- 


face than on the internal surface. The 
neoplasm may be pedunculated but 
usually is attached to the bone on a 


wide base. It is fairly well circum- 


scribed and of firm consistency, and 


shows early a characteristic bluish 


color. The interdental papillae may 
be enlarged, and the teeth often are 
pressed far apart by the tumor. 
Benign giant cell tumors may oc- 
cur at any age, but the most common 
age period is between twenty years to 
forty years. The frequent involve- 


Fig. 6—Giant cell tumor in lower left first and second molar region on presentation. 
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vy Fig. 5—Roentgenogram demonstrating con- 
glomeration of bone and fibrous and cystic 
materials as observed clinically in Fig. 3. 
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Fig. 7—Model showing lingual extent of 
tumor shown in Fig. 6. 


Fig. 8—Roentgenogram of tumor illustrat- 
ed in Fig. 6 shows extent of bone prolifera- 
tion. 


ment of the jaws may be the result of 
the common occurrence of resorptive 
processes caused by physiologic and 
pathologic conditions. Figs. 6, 7, and 
8 illustrate a giant cell tumor in the 
region of the lower left first and sec- 
ond molars. The patient, a young 
adult man, gave a history of extrac- 
tion of the carious mandibular left 
first molar one year previous to pre- 
sentation. Fig. 9 illustrates a large 
giant cell tumor in the anterior man- 
dibular region. This patient, also a 
young adult man, gave a history of 
recent extraction. | 


Comment 


Early recognition of benign oral 
tumors by the dentist is of increasing 
importance inasmuch as, in most in- 
stances, they are observed first by the 
dentist. 

Removal is not difficult in most 
cases, and healing is usually rapid. 
Local anesthesia is the anesthesia of 
choice because of hemorrhage con- 
trol. When general anesthesia is used, 
it is suggested that the area adjacent 
to the tumor be infiltrated with a lo- 
cal anesthetic to assure the operation 
a comparatively dry field. It is sug- 
gested that all tumor tissue that is 
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Fig. 9—Giant cell tumor, lower anterior region. 


removed be preserved in 10 per cent 
formalin and sent for pathologic 
study. 

The retention or removal of teeth 
adjacent to all types of benign oral 
tumors is determined either by the 
size and extent of proliferation of the 


tumor and the amount of alveolar 
bone loss as determined by roent- 
genographic examination, or by the 
existing condition observed at the 
time of operation. 


170 Saint George Street. 


Fig. 10—Model illustrating torus palatinus. 


Fig. 11—-Model illustrating simple epulis 
between maxillary central and lateral in- 
cisors. 


Fig. 12——Model illustrating hypertrophied 
tissue growth on tuberosities of maxilla. 


Sodium Fluoride Treatment of Hypersensitive Teeth 


3. Burnish a small amount of 33 
per cent sodium fluoride paste into 
the sensitive area with a porte-polish- 
er and wooden point for 2 minutes 
(Fig. 4). 

4. Explore the tooth surface to be 
sure all sensitive spots have been 


(Continued from page 313) 


treated effectively (Fig. 5). 

5. Burnish the paste over the area 
for a few more minutes. 

6. Wipe off the bulk of the paste 
with the cotton roll when removing 
it (Fig. 6). Rinse the area with water 
from a syringe, and instruct the pa- 


tient to expectorate. 

7. Examine the tooth surface with 
an explorer and air to determine the 
efficacy of the treatment (Fig. 7). 


U. S. Naval Training Center. 
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A STARTLING announcement was made in mid-May 
by the War Department: the June dental college 
graduates being trained under the ASTP would be 
honorably discharged from the military service. 
These young men who have been trained, in part, at 
government expense are to revert to a civilian sta- 
tus. They are “expected” to apply for commissions 
in the Navy Dental Corps, in the Veterans’ Admin- 
istration, or in the United States Public Health 
Service. Nothing compels them to do so. After their 
honorable discharge from the Army, they will be re- 
quired to register under Selective Service. Because 
they are engaged in an essential health occupation, 
they may seek and may be granted occupational de- 
ferments. It is incongruous that these young men, 
robust and in prime military age, may be engaged 
in civilian practice as honorably discharged veter- 
ans, while older dentists of many years’ practice 
and with longer and more attive military records 
are kept in the Service. 

To be sure, it is much better that these recent 
graduates be discharged from the Army than to 
have them inducted as privates. At present there are 
no vacancies in the Dental Corps. The future de- 
mands for dental service will depend on the prog- 
ress of the war. There may be a call for more ofh- 
cers, but it is more likely that, with the preliminary 
traning period passed and with the transfer of 
soldiers to theaters of operation, there will be less 
demand for dental service. If that is the case, it 
would seem more sensible to separate some of the 
older dental officers. This would allow promotions 
for some of the younger officers who have been in 
the Army a year or two, and would create vacancies 
at the bottom for the recent college graduates. It is 
true that some of the older officers in the higher 
grades and in responsible positions should not be 
separated from the Service. It might be well if the 
cases of all dental officers past the age of forty were 


teviewed, and separations were granted on applica- 


tion and approval to all those in the grades of first 
lieutenant and captain. It is presumed that officers 
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serving in company grades are with technical units 
or are operators in dental clinics, and that their po- 
sitions might be filled by younger officers. 

This sudden collapse of the ASTP is of serious 
concern to the American Dental Association and to 
the American Association of Dental Schools. It 
means that there will be only a trickle of students 
entering the dental colleges. There will be a few 
honorably discharged veterans, a few men physi- 


cally disqualified by the Selective Service, and a few 


women. Dentistry is not a career for the physically 
disabled—for casualties of the war, or for those 
disabled at birth or in life. It is not likely that wom- 
en in large numbers will be attracted to dentistry 
as a life’s work. There is no evidence to suggest 
that more women are entering this professional 
field. 

The right kind of young men do not look with en- 
thusiasm toward being assigned to a college as part 
of their military service. They think that this is 


_ ignoble and a slacker’s retreat. What they do not 


know, and no strenuous effort has been made to im- 
press them with this fact, is that the future supply 
of dentists to meet the health needs of our people is 
of concern to all society. Dentists cannot be trained 
overnight, nor in a year or two. To insure the supply 
of dentists for the population demands a continuous 
and uninterrupted flow of students. Even a war 
should not dam this flow. 

The American Dental Association and the Ameri- 
can Association of Dental Schools have proposed to 
Major General Lewis B. Hershey “that the War and 


_Navy Departments permit not to exceed 2,000 qual- 


ified young men now in the armed forces to enter 
dental schools or to complete their pre-dental train- 
ing in 1945. The selection of such students could, 
we believe, be left safely to the dental schools in 
cooperation with the War and Navy Departments.” 
Up to July 7, no action has been taken on this pro- 
posal. It is unlikely that any action will be taken: 
the military are not conditioned to think in terms of 
the civilian economy or of the future health needs 
of the nation. 
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_ that each product bearing the 
ACRALITE label must measure 
up to the highest standards! 
Acrafi Im,a modern film-form- 


en many hundreds of dentures. 
Cases were produced using 
<"__ Acrafilm on one half of the case 
_and competitive materials on the 
other half. Without exception, 
cases made with ACRAFiLMwere 
superior, coming out clean and 
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AVAILABLE: 


DENTAL DIGEST BINDERS FOR 1943; ALSO 
1944, PRICE, $1.75 EACH. 


THE DENTAL DIGEST 


1005 Liberty Avenue, Pittsburgh 22, Pa. 
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Millions, But None for Dental 
Care... 

One of the poor - little-rich girls 
whose grandpappy made a fortune in 
the five-and-ten-cent-store business, 
has been sued by her former husband 
for letting their son’s teeth fall apart. 
Mama, the second richest girl in the 
world, currently married to a cinema 
man, “gasped a lady-like gasp today 
when she learned that she was being 
sued on charges of letting her son’s 
teeth deteriorate.” No one can say 
that this little lad was neglected he- 
cause his family did not have the 
money for dental care. There are 
other children like this in the country 
—tnillions of them whose parents are 
nof as rich as little Miss Five-and- 
Ten-Cent-Store, but who have enough 
money to give their children ade- 
quate dental attention. 

I dislike the idea of an authori- 
tarian state where every action and 
thought is regulated by some bureau- 
crat, but when people with the means, 
and presumably with the intelligence, 
neglect the health of their kids while 
they go yachting or go sliding down 
the snow-capped mountains, the time 
has come when we need compulsory 
health attention in this country. We 
compel people to go to school until of 
a certain age. We compel them to 
serve in the Army. We should give 
some thought to compelling them to 
have health attention. 


Needlecraft .. . 

Earle H. Thomas, a well known 
Chicago oral surgeon, has published 
in the Journal of Oral Surgery’ eight- 
een reasons why dentists have trouble 
with broken hypodermic _ needles. 
Every dentist who uses a hypodermic 
syringe should go over this list care- 


1Thomas, E. H.: Recovery of Broken Hypodermic 


Needles in the Throat, J. Oral Surg. (January) 1943. 
(Continued on page 324) 
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When it comes to making restorations there are always too many unknown 
quantities—(you know, what X equals). We feel you can devote more time 
and effort to solving X if in your standard practices you use products on 
which you can depend. Therefore we suggest you let D-P be your known 
quantity—you can be sure of it. : 


ELASTIC IMPRESSION CREAM 


No jig-saw puzzles for you (or your technician) to spend 
hours on, trying to put together, but, an ACCURATE, one 
piece elastic impression that can be easily removed without 
distortion—even over the most severe undercuts. 


When dentures need relining, D-P Denturlyne should be 
standard practice. Strictly non-toxic and non-burning, it can 
be worn for months, It will not chip or flake. Use 


DENTURLYNE 


Too frequently dentures are trimmed until suction is de- 
stroyed and the dentures ruined, Used as a carbon paper on 
the tissue surfaces, you'll find where and how to trim for 
exact fit and elimination of the cause of sore spots, with 


INDICATOR GEL. 


You want castings that are dense, smooth and entirely free 
from pits and bubbles — naturally. They can be had that 
way every time, not just once in a while, if you paint the 
wax with 


SLIK CAST SOLUTION 


| 
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OUR BEST HABIT 
... says the Axis 


It’s American sociability! We love to get together and . . . talk. We 
talk about our work . . . about what we see, or hear from others. . . 
about latest letters from our boys. 

Then others repeat our words to others .. . and others . . . and 
others... 

From 10... 50... 200 random phrases about our war pro- 
duction or our boys in uniform, expert Axis agents piece together 
one important military secret which you may help betray . . . just 
by being sociable! 

Don’t repeat even little things about our war program unless 
they’ve been published or broadcast. Think before you talk! 


fully to see how many of the eighteen 
mistakes he is making himsel}: 

1. Lack of knowledge of the anato. 
my of this (throat) region. 

2. Use of a needle of defective 
manufacture. Every new 
should be tested before use. 

3. Use of an ordinary stee! needle 
that has been boiled several times 
and is, therefore, rusted on the ip. 
side. 

4. Use of a platinum needle with. 
out tests at intervals to determine 
whether it has become brittle. A 
platinum needle that has been flamed 
several times past the point of dull 
red heat becomes brittle, as does one 
that has been bent several times in 
the same region. 

5. Failure to caution the patient in 
advance not to move when he feels 
something touch the throat. One 
should never mention the word 
needle. The most advisable proced- 
ure is to swab the region of injection, 
rather forcibly, with an antiseptic so- 
lution so that the patient knows that 
the throat tissue is being touched. 
The assistant hands the syringe to 
the operator from behind the pa- 
tient’s head so that he does not see it. 
Telling the patient not to move when 
his throat is touched, the operator 
immediately inserts the needle 
through the surface tissue only and 
deposits some anesthetic. From there 
on, he can keep injecting ahead of 
the needle, while slowly and carefully 
inserting it deeper, without any sen- 
sation to the patient, until the point 
is in the region where the bulk of 
the anesthetic is to be injected. A 
more refined technique, here as in 
most other injections, calls for in- 
serting the needle past the desired re- 
gion and then withdrawing it to less 
than the optimal depth before depos- 
iting the bulk of the anesthetic. This 
procedure makes a conduit, allow- 
ing much more effective absorption 
of the anesthetic. 

6. Failure to hold the mandible 
firmly while making the injection. 

7. Insertion of a needle to the 
hub. 

8. “Jabbing” of the needle deep 
into the tissues, resulting in unex 

(Continued on page 326) 
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GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO (12), ILL., U. S. A. 


HE dentist in the service makes the biggest 
sacrifices. He does a prodigious amount of 
work, sometimes under fire. We know that 
our awkward praise, however sincere, may 
sound hollow to his ears—that words cannot 
repay him. The best we safe-at-homes can do 
is provide him with the things he needs. We 
have made every effort to do that, and will 
continue to make that effort until the job is 


$4 
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The dentist at home has our admiration too. 
Waiting patients realize how busy he is, but few 
translate their inconvenience of waiting into 
strain placed on the seemingly tireless dentist. 
We who supply the dentists have come to un- 
derstand their problems, problems now enlarged 
by the war, and we are glad that many dentists 
were supplied with the G-E Model CDX dental 
x-ray unit to help them in their heavy practice, 
Those who were equipped with the CDX are 
fortunate; they find it a reliable and efficient 
diagnostic aid, equal to the unusual demands of 
wartime practice. 
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He’ll be the kind of 
dental patient his 
DENTAL CHAIR 
EXPERIENCES 
make him 


Though still very much of a young- 
ster, Jim has reached the critical 
stage in relation to dentists. He has 
been well trained in the care of his 
teeth and well taught regarding the 
necessity of having regular dental at- 
tention. But he is human and has all 
the human instincts of avoiding be- 
ing hurt. 

Dentistry can be made easy and in- 
viting for him. With the aid of 
McKesson analgesia young people 
like Jim are being given a concept 
of dental treatment that is making 
them loyal, cooperative patients. In 
addition to controlling operative pain, 
McKesson analgesia saves time and 
energy for both the patient and the 
operator. The two McKesson anal- 
gesia machines—the Easor and the 
Euthesor—have operating and eco- 
nomic advantages not to be found in 
any other analgesia equipment. We 
shall be glad to tell you about them. 
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pectedly striking the ramus with the 
point of the needle. This variation 
in depth depends on the relation of 
the arch of the palate to the inferior 
dental foramen. The average depth 
has little relation to the depth indi- 
cated for the particular patient. 

9. Insertion of a needle part way, 
followed by moving of the barrel of 
the syringe to a different angle be- 
fore insertion of the needle the rest 
of the way. 

10. Insertion of a needle to what 
one thinks is a proper depth without 
the point of the needle contacting 
bone, followed by an effort to make 
this contact by changing the angle 
of the barrel of the syringe. 

11. Failure to caution the patient 
to keep the mouth open during the 
injection. 

12. Insertion of the needle through 
the pterygomandibular ligament. The 
needle ‘should always be inserted 
either buccally or lingually from this 
ligament. 

13. Use of a dull needle. The points 
of all needles should be sharpened 
regularly on a fine stone. 

14. Use of a fine gauge needle, un- 
less one has a delicate sense of touch. 

15. Insertion of a needle with the 
bevel side away from the surface of 
the bone, allowing the sharp point 
suddenly to catch in any irregularity 
on the surface of the bone. 


16. Injection of the solution more 
rapidly than the tissues can absorb 
it, thus causing pain and a tendency 
for the patient to move the head, 

17. Striking of the lingual or jp. 
ferior dental nerve with the needle, 
producing an “electric shock” type 
of pain and causing the patient to 
move the head suddenly. 

18. An effort to follow some 
“named” technique. One must de. 
velop his own individual technique, 


Medicine is Different... 


The American Medical Associa- 
tion Meeting in Chicago in June was 
well attended. I was impressed with 
some of the differences between this 
meeting and large dental meetings, 
The medical people do not go 
through quite so much red tape in 
registration. If a person appears and 
wishes admittance, his whole history 
is not taken, as is frequently the case 
by dental society registrants. 

Far more book publishers exhibit 
at medical meetings than at dental 
meetings. The sad presumption is 
that physicians are more avid read- 
ers than dentists. I am afraid this is 
true. Anyone who has tried to dis- 
tribute books or magazines to den- 
tists knows that their reading habits 
are quite primitive. 

The medical people emphasize the 

(Continued on page 328) 


IN THE ARMED FORCES 
A NEW BOOKLET! 


NITRATE AND FORMALIN 


TO DENTAL OFFICERS 


just off the press. 
Condit’s 


AMMONIACAL SILVER 


(Howe) 
in Ampoules— 


—What it is— 

—Its uses— 

—How packed— 
—How applied— 

— With references— 


Illustrations and short descriptions of all Condit products introduce these items 

quickly to those who do not have time to read lengthy paragraphs. Your copy 

will be mailed promptly where ever you may be upon receipt of your address. 
Available to civilian dentists. 


Trade Mark <Cona> Registered 


Represented in London, Canada, Hawaii, Australia, Manila, New Zealand and 
South American Countries. 


P. N. CONDIT, 204 Back Bay, Boston 17, Mass., U.S. A- 
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(5M capillaries are relatively resist- 

ant within physiologic limits, when 
mechanical stimulation alone is used. 
But, when massage and chemical stim- 
ulation are combined, the local blood 
supply improves. 


Bristol-Myers Company ° 19S W 
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TOOTH 


PASTE 


IPANA plus massage can improve this 
local blood supply sufficiently and over 
an adequate period of time to augment 
local tissue defense as supplied by the 
blood. 1paNa cleans and polishes the 
teeth to their fullest natural brightness. 


est 50th St., New York 20, N. Y. 
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In your ORAL HYGIENE 
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Advice to Dentists 


If this headline captured your inter- 
est, perhaps it is because Doctor 
George A. Swendiman’s July Ora 
HYGIENE article, carrying the same 
* title, is about you. The editors rated 
it as so good and so timely that Doc- 
tor Swendiman received Hy- 
GIENE’s July award of $100 for writ- 
ing it. (By the way, have you your- 
self thought of trying for this month- 
ly award? See page 1133 in July 
OraL HycieEneE for details.) 


“Army Dentists Do Not Mistreat 
Their Patients,” by Captain Forrest 
M. Branch (DC), presents ideas you 
can use in your own civilian practice 
—tells you, in two pages, what Cap- 
tain Branch discovered. 


“A Dentist Writes His WAC Assist- 
ant” is a breezy letter about dental 
life on the home front by Doctor Ar- 
thur Isaacs. 


Who are Working Too Hard 


“I Saw the Stormtroopers at My 


Door” vividly recounts the experi- 
ences of a German. dentist, Doctor 
Karl David, who escaped the Nazi 
barbarians. 


“Fear Not the Future of Dentistry,” 
by Hyciene’s editor, presents 
his beliefs about the social and eco- 
nomic future of dentistry, including 
the Government’s probable réle in 
post-war dental practice. 


“Nuts to Soup,” by Doctor Samuel 
P. Dick, has the light touch that is 
welcomed occasionally during these 
trying days. 


This month’s nine departments in- 
clude Picture of the Month, How to 
Kill a Dental Practice, Military News, 
Dentists in the News, Ask Ora. Hy- 
GIENE, Technique of the Month, Edi- 
torial Comment, Laffodontia, and The 
Corner. 


war much more than do the dental 
societies. The scientific exhibits op 
the treatment of burns, fractures, the 
diagnosis of tropical diseases, and the 
rehabilitation of service men. were 
subjects which were covered exten. 
sively, practically, and well. 

One has the feeling in looking at 
medical exhibits and hearing medi- 
cal papers that the physician has 
somewhat more audacity in experi- 
mentation than has the dentist. It is 
true that little is known about the 
behavior of the cell, and that experi- 
mentation of all kinds is possible. On 
the other hand, the principles of 
physics, engineering, and mechanics, 
on which restorative dentistry is 
based, are much more inflexible and 
rigid and deo not allow for too much 
imagination or audacity. 

Specifically, here are several new 
and startling subjects that were un- 
der discussion at the American Med- 
ical Association Meeting: (1) an ex- 
clusive rice diet in the treatment of 
cardiovascular disease and hyperten- 
tion; (2) the use of primitive tribal 
arrow poison, curare, as an adjunct 
to anesthesia; and (3) the wide ac- 
ceptance of the mold, penicillin, in 
the treatment of infection. It took a 
lot of audacity to apply a mold, some- 
thing that we usually think of as dirty 
and abhorrent, in the treatment of 
human disease. 

An important symposium at the 
meeting was concerned with the 
abuse of rest in the treatment of dis- 
ease. Imaginative physicians have 
observed that people who are bed- 
ridden too long develop symptoms of 
circulatory failure, emboli, and other 
serious complications. Man appar- 
ently was made to be active and not 
to be chained to his bed. Enforced 
bed rest may be more harmful to the 
patient than activity. This principle is 
being applied with good results in 
surgery, obstetrics, neuropsychiatry, 
and orthopedics. We know from our 
own experiences in dentistry that 
disuse of a part is likely to bring on 
the signs of disease. A tooth out of 
function, enjoying an inordinate type 
of physiologic inactivity, is a tooth 
that is going to become diseased. 

(Continued on page 333) 
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Chemurgy --.- 


-A letter from a Wisconsin dentist 
describes rather apologetically some 
free-lance research that he is doing in 
his own laboratory. He tells about 
utilizing waste paper and other ref- 
use to make artificial wood and cork. 
| am not going to laugh at this fellow. 
| have no way of knowing if the 
stuff he concocts in his dental 
laboratory is good, but I know 
just enough about chemurgy to know 
that all sorts of important things are 
being discovered under the necessi- 
ties of war. 

For instance, our government is 
asking us to go out into the fields this 
summer and collect milkweed floss. 
We have all seen milkweed blowing 
its white fluff to the winds. We are 
learning now that this floss is better 
than kapok for filler in life jackets— 
it is suficiently waterproof and buoy- 
ant. We have also found that the seeds 
of milkweed are richer in nutritive 
qualities than the seeds of the soy- 
bean. The imagination and_ the 
freedom of thinking of our peo- 
ple will make it possible for us to 
win this war. We are not tied down 
by traditions, by a military caste sys- 
tem, or by a decadent philosophy of 
life. We are experimenters, impro- 
visors, and tinkerers. The totalitarian 
people laugh at the “soft” democra- 
cies, but the people who can turn 
milkweed into war uses; who can 
make a potent piece of armament, the 
bazooka. from an old pipe; and who 
can make indistinguishable artificial 
eyes of acrylic—such a people can- 


not die.—E. J. R. 
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f You wouldn’t expect your patient to hold a solution in the mouth for5° 
.. minutes. Yet the standard F. D. A. test for an only 
that it be effective in this length of time. 


- Brand of Alkaline Germicidal Solution 


Cépacol, which contains the powerful non-mercurial germicide Ceepryn 
(brand of cetylpyridinium chloride), has been shown. by standard F. D. A. 
tests to destroy most pathogenic bacteria common to the mouth and throat 
. within 15 seconds after contact. 

_ Other outstanding characteristics of Cépacol are its freedom from demicity: oO 
lack of irritation, alkalinity, penetration, and foaming-detergency. 

Used as spray or direct application, Cepacol has a — refreshing a 
flavor that your patients will like. . 


Supplied in pints and gallons | 


A BETTER Oxy-Eugenol Corrective Wash 
KREX mixes and handles with great ease 
. . » sets quickly or slowly in the patient's 
mouth as the case requires and according 
to your own mix . . . reproduces accurate 
detail. Truly a superior product! Order 
a box of KREX today and see how much 
easier it is to make perfect fitting dentures 
with a reliable corrective wash. 


CORRECTIVE 


LEE S, SMITH & SON MFG. COMPANY 


7325 Penn Ave. Pittsburgh 8, Pcs 
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DENTAL MEETING 


ates 


District of Columbia Dental So- 
ciety, second Tuesday in each month, 
Medical Society Auditorium, Wash- 
ington. 


Massachusetts Alpha Omegans, in 
service in this country or overseas, 
please communicate with Doctor 
Abraham Gurvitz, War Service 
Committee, Alpha Omega Fraternity, 
371 Commonwealth Avenue, Boston. 


National Dental Association, thir- 
tieth annual meeting, New Central 
High School, Cleveland, August 14- 
18. 


Ohio State Board of Dental Exami- 
ners, regular meeting, Western Re- 
serve University School of Dentistry, 
September 11-13; and at Ohio State 
University College of Dentistry, Oc- 
tober 9-11. The practical examina- 
tion may be taken either in Cleveland 
or in Columbus provided due notice 
is given to the Secretary. The prac- 
tical examination for dental hygien- 
ists will be held October 10 at Ohio 
State University College of Dentis- 
try. The theory examination for both 
dental and dental hygiene applica- 
tions will be held in Columbus, Oc- 
tober 12-14. For information write 
to Doctor Earl D. Lowry, 79 East 
State Street, Columbus. 


Florida State Board of Dental Ex- 
aminers, regular meeting, Seminole 
Hotel, Jacksonville, September 18-21. 
For information write to Doctor A. 
W. Kellner, P.O. Box 155, Holly- 


wood, Florida. 


The Women’s Dental Society of 
New York City. regular meetings 
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held September 20, and November 
15, Hotel Pennsylvania, New York 
City. 


Odontological Society of Western 
Pennsylvania, annual meeting, Wil- 
liam Penn Hotel, Pittsburgh, Oecto- 
ber 17-19. 


University of Buffalo Dental 
Alumni Association, forty-third an- 
nual meeting, Hotel Statler, Buffalo. 
October 17-19. 


Montreal Fall Clinic, twentieth «)). 
niversary meeting, October 25-27. 
information write to Doctor M. |. 
Donigan, 1414 Drummond Street. 


Montreal, Canada. 
e 


Virginia State Board of Dental |:x- 
aminers, regular meeting, Medical 
College of Virginia, Richmond. (c- 
tober 24 (instead of September 19 as 
announced previously). For informa- 
tion write to Doctor John M. Hughes, 
715 Medical Arts Building. Rich- 


mond. 


JELENKO NO, 


_CAST GOLD 


ITS UNFAILING 
PERFORMANCE 
IS GUARDED BY 
OUR ETERNAL 
VIGILANCE IN 
MANUFACTURE 


The Test Number on 
every Jelenko Gold Enve- 
lope is the key to the his- 
tory of that piece of gold 
from Melting Pot to the 
final Physical Properties 
Test. 


Sold by Better Dealers 
Everywhere 


REG U.S. PAT OFF 


per dwt. $2.00 


HE exceptional 


coloration. 


Manufacturers Golds & Specialties 
136 West 2nd. Street NewYork19. USA. 


Send Your Scrap to Jelenko. Accurate Assay: Prompt Report. 


for 1-Piece Cast 
Partials, Clasps, 
Bars, Saddles, etc. 


GOLD COLOR 


physical 
properties of “Jelenko No. 7 
Cast Gold” give it the maxi 
mum strength, flexibility and 
hardness obtainable in a work- 
able gold colored casting gold. 
It can be cast thin and light. 
High resistance to mouth dis- 
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Anticoncussion Ear Plugs 
of Acrylic 


(Continued from page 302) 


allows for accurate detail and ease of 
removal, thus permitting a further 
extension into the canal which aids 
in sealing and retention. 

4. After the material has set, it is 
removed carefully, the cotton pledget 
being cut away from the impression 
material which extends into the canal. 

5. The impression of the other ear 
is obtained in the same manner. 


flasking is completed. 


protective medium applied. 


P oinls in 


JELENKO 


TYPE A—SOFT 
Simple Inlays 


GOLD GOLD COLOR 
per dwt. $2.00 


TYPE C— HARD TYPE C —HARD 
More Burnishable . Standard Hardness 
All Abutments All Abutments 
ast 
etc. 
Reg. U.S. Pat. Off. Reg. U.S. Pat. Off. 
R GOLD COLOR GOLD COLOR 
per dwt. $2.00 per dwt. $2.11 
sical 
No. 7 
naxi- TYPEB—MED. HARD MODULAY GOLD COLOR 
and M.O.D. Inlays nec. us. per dwt. $1.92 
PAT. OFF. 
york- 


gold. i. 4 Cardinal Points in Inlay Gold Selection are Strength, 

Hardness, Percentage of Elongation (Burnishability) and 
1 dis- Melting Range. Each type of inlay requires a special combina- 
tion of these properties. These Jelenko Inlay Golds possess those 
combinations of physical properties which give optimum serv- 
ice and workability in the type of restoration for which each 
gold is recommended. All are Certified to meet A.D.A. Specifi- 
Cation No. 5. 


Sold by Better Dealers Everywhere 


EJelenko&Ca.Inc ECo. Inc 


6. The two impressions may be in- 
vested in the same lower half of the 
flask. The canal portion of the im- 
pression is placed downward so that 
the face of the impression is flush 
with the surface of the plaster. Sepa- 
rating medium is applied and the 


7. After the plaster has set, the im- 
pression is removed carefully, and 
the surface is painted with sodium 
silicate or other protective coating, 
dried, and a second coating of the 


Inlay Gold 


S. Clear or pink acrylic resin is 
used in casting the final plug. The 
material is packed into both dies, and 
the lower half of the flask is covered 
with cellophane before closure. The 
flask is opened, more acrylic is add- 
ed, the cellophane is replaced, and 
the halves are closed again. This pro- 
cedure is repeated if additional ma- 
terial is necessary. 

9. Before the final closure, the 
owner's initials are cut into the up- 
per part of the flask. 

10. The material can be processed 
in hot water, boiling for 1 hour, or 
in a vulcanizer for 1 hour at 320° C. 
Curing in a vulcanizer will aid in 
breaking down the plaster. thus fa- 
cilitating its removal from the flask. 

11. The outer surface of the plug 


smoothed with finishing stones 


and sandpaper bands; polished with 
pumice, a buffing wheel, and brush; 
and washed and dried thoroughly. 
The gunner is instructed to apply 
vaseline around the canal portion of 
the ear plug before each insertion. 


—From Medical and Surgical Devices, U. 
S. N. Med. Bull., 43:139 (July) 1944. 


@ Only by using a truly balanced Crown 
and Bridge Cement can you obtain all 


the clinical results desired. Ames Crown 
and Bridge Cement does not exaggerate 


one quality to the detriment of another 


equally desirable. You get not only 


ample crushing strength, but also tough- 
ness, retentivity, resistence to wear and 
stress and oral secretions when you ask 
your dealer for Ames Cement. Write for 
booklet. The W. V-B. Ames Company, 


Fremont, Ohio. 
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FIRST PLASTER CAST... 


is generally credited to one Phillip Pfaff who 
enjoyed the distinction of being dentist to Fred- 
erick the Great (1712-1786.) Full mouth plaster 
impressions were developed in the United States 
around 1884. 


BLOCK INJECTIONS... 


In 1884 Dr. William L. Halsted of Philadelphia 
succeeded in producing local anesthesia of the 
entire peripheral distribution of a nerve. The 
nerve he first “‘blocked"’ was the mandibular, 
using a syringe newly invented in England. 


BUT TODAY... 


with the ‘‘Carpule”’ cart- 
ridge system available — 
the use of local anesthesia 
reaches its most practical 
point of development. The 
widespread use of Cook- 
Waite anesthetic soiutions 
throughout the dental pro- 
fession proves their relia- 
bility and satisfaction. 


Cobefrin, Novocain: Reg. Trademarks, Winthrop Chemical Co, Inc 
“Carpule” registered brand name, Cook-Waite Laboratories, tnc. 


A SERIES OF UNUSUAL FACTS 
CONCERNING THE HISTORY 
AND PROGRESS OF DENTISTRY 


A FAR CRY... 


from the efficient helps available to 
the modern dentist is this early drill, 
called a bow drill. It quite obviously 
called for intricate manipulation on 
the part of the operator. 


170 Varick Street, New York 13, N.Y. 


Laborafories: Rensselaer and Springville, N.Y. 
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ADVERTISING INDEX 


Ames Company, W. V-B., The . . .335 


Bosworth Co., Harry J. ........ 337 
Bristol-Myers Co. ........ 297, 327 
Castle Company, Wilmot ....... 338 
Caulk Company, L. D......... 289 
Clark-Cleveland, Inc. ..... 3rd cover 
Columbus Dental Mfg. Co. .... 295 
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Dentists’ Supply Co., The . .4th cover 
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General Electric X-Ray Corp. ..325 


Ideal Tooth, Inc. . . .329-330-331-332 


Jelenko & Co., Inc., J. F. ... .334-335 
Johnson & Johnson ........... 298 
Justi & Son Inc., H. D. ......... 293 


Konformax Laboratories, Inc. . . .292 


McKesson Appliance Co. ...... .326 
Merrell Company, Wm. S. ...... 333 


Smith & Son Mfg. Co., Lee S. .. .333 


Universal Dental Co. ..... 2nd cover 
Vernon-Benshoff Co. ....... 290-291 
Wernet Dental ee 296 
Williams Gold Refining Co. ..... 337 
Wilmot Castle Co. .........0-. 338 
Young Dental Mfg. Co. ........ 339 
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WILLIAMS does it! Yes, Williams modern, exclusive Dyno-flo refining 
method subjects your precious metal scrap to an exhaustive reclaiming 
process which extracts all the precious metal content—not just the gold 
and silver. You are paid for all the valuable contents: platinum, palladi- 
um, gold, silver. And remember: practically all dental alloys contain these 
metals, What’s more, Williams Dyna-flo refining is faster, more efficient. 
And your allowance is triple-checked, with a detailed report to you. 
You’re sure of unvarying accuracy and a bigger cash return when your 
scrap goes to Williams. Send it today, through your Williams dealer. 


WILLIAMS GOLD REFINING COMPANY, INC. 
Fort Erie N., Ont. BUFFALO 14, N. Y. Havana, Cuba 


WILLIAMS HAS CONSISTENTLY PAID HIGHER 


SCRAP PRICES FOR OVER A QUARTER OF A CENTURY 


The Bosworth 


: Presents Wing Bite X-Rays 
the Greatest Advantage 
Place the WINGLITE in your patients’ essary steps to obtain DESIRED AC. 
i the Bite- TION. This helpful, steam- 


Wings with the little red arows on fined WINGLITE, TESTED in every 
them day use, is modestly priced at $7.00. 
ave | 
SECURED ATTENTION, andED. 
IC YOUR PATIENT i nallnec- $0. MICHIGAN AVE. CHICAGO 
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See pages 290-291 D.D. 


VERNON-BENSHOFF Co. 
P. O. Box 1587, Pittssurcnu 30, Pa. 


Please send Vernonite information. 


See page 292 D.D.7 


KONFORMAX DIvIsION 
PERMATEX ComPANny, INc. 
Brook N. Y. 

Please send literature. 


Dr. 


See page 293 D.D.7 


Pauaseurns, Pa INCREASED SAFETY for You and Your 


Please send information concerning 


wap Patients With the CASTLE U-V LIGHT 


peiekws cocakagueohietankbees Ilere is a new Castle development that puts ultra-violet light to work for you 
... to help protect both you and your patients against air-borne infections. 

It is the Castle U-V... a light that means increased safety for your office. 
Mounted on the wall above head level to prevent “spilling” of radiation 
into the working area it provides a lethal curtain of controlled ultra-violet 


radiation of sufficient intensity to kill air-borne bacteria in the entire upper 
area of the room. 
Write for complete information 
See page 294 D.D.7 |. 
Coreca CHEMICAL Co. W L a O M i A N Y 
208 St. Cram Ave., N.W., CLevELAND, O. L M O T C A S T C 
1123 University Ave., Rochester 7, N. Y. 

Please send Corega samples. — 

: | See page 324 D.D.7 | See page 336 Da 
| DENTAL PERFECTION Co. Cook-WaITE Laporatorties, INC. 
eee | 9393 W. WASHINGTON 170 VARICK St., New YorkK Ciry. 
| 

City | Please send information concerning 

products. 
See page 296 D.D.7 
Wernet Dentat Merc. Co., Dept. 74G | 
190 BaLpwin Ave., Jersey City, N. J. | D 

Please send free supply of Dr. Wernet’s | Dr. 
Powder. | 
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The kid’ll be right there when his 
C. O. finally gives the signal... 
There'll be no time to think of bet- 
ter things to do with his life. THE KID’S 
IN IT FOR KEEPS—giving all 
he’s got, now! 
We’ve got to do the same. A 
This is the time for us to throw 
in everything we've got. 


y 


5” WAR LOAN 


2h 


Now’s the time to dig out that extra 
hundred bucks—for Invasion Bonds. 

Or make it $200. Or $1000. Or 
$1,000,000. There’s no ceiling on this 
one! 

The 5th War Loan is the big- 
gest, the most vitally impor- 
tant financial effort of this 
whole War! 


Back the Miack/~ BUY MORE THAN BEFORE 


This is an official U. S. Treasury advertisement—prepared under auspices of Treasury Department 
and War Advertising Council 


See page 326 


D.D.7 


See page 335 D.D.7 

McKesson APPLIANCE Co. W. V-B. Ames Co. 
ToLEDo, FREMONT, OHIO. 

Please send information concerning Mc- Please send booklet concerning Ames 
Kesson equipment. Cements. 
See pages 334-335 D.D.7 | See page 337 D.D.7 


J. F. Jecenko & Co., Inc. 
136 West 52np St., New York 19, N. Y. 


Please send information concerning Je- 


lenko Golds. 
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Harry J. Boswortu Co. 

1315 S. Micuican Ave., Cuicaco, 
Please send information concerning the 

Winglite. 


BS POLISHERS 
ARE SAFE AND 
COMFORTABLE 


What’s more important than 
the safety and comfort of your 
patients? The fact that BS Pol- 
ishers have no exposed metal 
parts, but are made only of 
soft, flexible rubber—that they 
are smaller and shorter—that 
they run cool and smooth and 
do not throw or splatter abra- . 
sive soon convinces patients of 
their safety and comfort. 


Dentists everywhere acknowl- 
edge these superiorities. That 
is why BS Polishers are the 
world’s largest sellers. 


ARE SMALLE?? 


ANO MORE 
CONVENIENT 


DENTAL MFG-CO 
ST-LOUIS -MO 


ESTABLISHED OVER 40 YEARS AGO 


See page 338 D.D.7 


Witmot Cast Le Co. 
1123 University Ave., Rochester 7, N.Y. 


Please send information concerning 
Castle Lights. 


Address ... 


See third cover 
CLARK-CLEVELAND, INC. 
BincHAMTON, N. Y. 

Please send trial samples 
and literature. 
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Use it up... 


That’s the thing to do in wartime. Eat every 
bite of food, save every scrap of soap, make a 
patriotic habit of stretching all the supplies in 
the house so they go further, last longer. 


Wear it out... 


This year old coats, old shoes, are a badge of 
honor. They show you’re sensible enough to 
know that one way to help win the war, to keep 
prices down, is to wear your old things out! 


Make it do... 


Before you spend a penny in wartime, ask your- 
self, ““Do I really need this? Or do I havesome- 
thing now that will do?’”? As you patch and 
darn and turn, you’re keeping prices down. 


or do without! 


When you put your money in War Bonds, 
savings, taxes, insurance— you're putting your 
money to work fighting the war and building 
a sound, stable nation for the peace to come. 
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It’s your money you’re saving when you 
help keep prices down. For it’s buying 
too much when there’s too little to buy 
that sends prices up. And when prices 
go up—and keep going up—your savings, 
your future, are in danger. 

’ How can you help keep prices down? 


By never spending a thin dime you 
could turn into a War Stamp. By think- 
ing twice—and thinking “‘No’’—at every 
urge to open your purse. 

By wearing old things out, wusitnes 
makeshifts do. Remember, it’s the things 
you don’t buy that keep prices down! 


HELP 


See that prices go no higher... Be a saver—not a Buyer! 


A United States war m prepared by the War Advertising Council; approved by the Office of War a 
Information; and contributed by this magazine in cooperation with the Magazine Publishers of America. 
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